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The emergence of access to primary care as a major
public health priority constitutes one of the most important
health policy developments of the past two decades. As un-
derserved populations found their political voice and began
participating in the health policy arena, serious questions
arose challenging the legitimacy of public policies which
over the years placed increasing emphasis on medical spe-
cialization and high cost technology at the expense of equi-
table distribution of and access to basic health care services.
Coupled with this challenge came a call for the re-exam-
ination of the roles of federal, state, and local governments
in the delivery of basic personal health services. For if, in
society's redefinition, universal entitlement to health care
"is considered more a function of need than of ability to
pay,"4 then the problem of inadequate access lies at least
partially outside the reach of the public and private pock-
etbook and must be addressed strategically by the commu-
nity as a whole through the mechanisms available to it-in-
cluding its government.
Recent experiences with primary care in local health de-
partments in North Carolina underscore at once the urgency
and the complexity of addressing this public problem.
Needfor Primary Care
The North Carolina program for the provision of pri-
mary care services through local health departments reflects an
attempt to meet the problems of access by consciously tak-
ing on the role of "residual guarantor of services", i.e., pro-
vider of services in underserved areas where the private sec-
tor cannot respond to the needs. Launched in 1977 by Gov-
ernor James B. Hunt, Jr., as an important part of his
commitment to helping North Carolinians avoid the disad-
vantages of poor health5, by May 1978, the program had
been implemented in 20 of the State's 81 local health depart-
ments.
The Primary Care Program represented yet another in a
series of steps taken by North Carolina over the past decade
to reach the medically underserved. Among these were: the
Rural Health Services Programs, which sought to establish
self-sufficient rural health centers in small underserved com-
munities; the establishment of a Family Nurses Practitioner
Training Program (one of the first in the nation); the imple-
mentation of a major Area Health Education Centers
(AHEC) Program, a statewide activity linking the state's uni-
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versity medical centers with the local providers and thereby
helping with manpower distribution through the provision of
educational and training programs at the community level;
and the development of statewide standards for local health
departments.
Despite some impressive gains attributable to these and
other federal and foundation-sponsored interventions, how-
ever, it was clear to citizens, providers, and political leaders
alike that in 1977 unacceptable levels of service maldistribu-
tion and underservice remained, and further action was war-
ranted.
Access to Health Care-The Mainstream
In 1976, 55 per cent of North Carolina's population was
classified as rural, making it one of the most rural of the 50
states. North Carolina ranked 48th among the states in the
percentage of citizens having completed their senior year of
high school, contained double the amount of substandard
housing as the national average, and reported 16.3 per cent
of its citizens as falling below the federally designated pover-
ty level, compared to a national average of 10.7 per cent.6
Infant mortality in North Carolina was the fourth highest in
the nation, at 18.5 per 1,000, while the state ranked 44th with
respect to life expectancy at birth. A positive diagnosis for
hypertension was reported for 41 per cent of those North
Carolinians with an annual income of less than $4,000,7 and
only four states reported a higher prevalance of tuberculosis
which among the state's non-white population was reported
at 51.5 per 100,000.
In 1976, the year Governor Hunt made access to care a
campaign issue, North Carolina ranked 38th in the nation
with respect to its physician-to-population ratio6 with only
one physician, including all specialties, for every 973 per-
sons.
In addition, an analysis of the ratio of primary care pro-
viders to population indicated that only in some of the state's
more urban counties was there a sufficient number of prima-
ry care physicians to meet community needs, while, on the
whole, rural counties were almost 70 per cent below the ac-
cepted standard of one primary care provider per 2,500 per-
sons. This discouraging finding was reinforced by the federal
government's designation of 55 of North Carolina's 100
counties as medically underserved, with each of the fifty-five
counties meeting at least three of the government's four es-
tablished manpower shortage criteria.6
Given the predominantly rural nature of the state, the
presence of considerable poverty and the relatively high lev-
els of mortality and morbidity that accompanied these condi-
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tions, the discovery that serious barriers to access to health
care existed in many parts of the state hardly came as a sur-
prise to North Carolina policy makers. Access to health care
had been a salient political concern in North Carolina since
the late 1960s; at that time the failure of Medicare and Med-
icaid to act as a panacea for all the state's health care prob-
lems had shown that federal programs failed to include a
large segment of the poor (due in part to low eligibility levels
and in part to the reluctance of many physicians to accept
publicly financed patients.) At the same time, it was clear
also that lack of funds was not the only barrier to access.
Other barriers, such as maldistribution of medical man-
power, were felt to be directly related to the health care sys-
tem itself. The particular importance of discovering short-
comings in the health care system was that, of the many bar-
riers that existed, these "systemic" shortcomings were
viewed as the most amenable to change.
The Health Systems Agency region in the eastern part
of the state (HSA VI) reported, in 1976, that of the 230,000
emergency room visits recorded for the year, only 20 per
cent could possibly be construed as emergencies.6 In-
appropriate utilization of emergency room services became
such an issue-largely because of the inordinately high cost
of such services-that Governor Hunt, in making his budget
request to the General Assembly for the State Primary Care
Program, began by asserting that: "Citizens in many parts of
the State lack adequate medical care due to overcrowded
emergency rooms .".S8
Excess demand also made itself felt in local health de-
partments, as well-child clinics began to take on the appear-
ance of "sick-child clinics" and as referrals for treatment by
the private sector became increasingly difficult to schedule.
Gradually within the local health departments and local
boards of health a series of important questions began to
emerge-technical questions about financing patterns, staf-
fing and space allocations, as well as the larger legal and phil-
osophical questions about the role of public health in the face
of demand for medical care that could not be satisfied by the
existing system.
Health departments in North Carolina have a long his-
tory of close cooperation with the private medical commu-
nity. In 1979, Dr. Benjamin Warren, President of the North
Carolina Medical Society, spoke of "the private sector
working hand in hand with the public sector",9 and many
health directors, confronted with the growing demand for
primary care services, were, from the beginning, extremely
sensitive about being perceived as encroaching upon what
had traditionally been considered to be the prerogative of the
private physician.
Yet the questions and demands persisted. And while
many of these pressures were hardly "new", they were
clearly aggravated by the mobilization of new constituencies
during the 1960s and 1970s.
Did it make sense, for example, to provide treatment to
mothers and children under the Maternal and Child Health
Program, to elderly citizens under the Chronic Disease Pro-
gram, to migrant workers under the Migrant Health Pro-
gram, and yet to turn away what might be termed the "non-
categorical patient"?
What was to be done about the low income individual
who, because he held a minimum wage job at the local textile
plant, was not eligible for Medicaid and yet was unable to
pay for private sector care out of his own pocket?
Finally-and here the problem actually began to take on
crisis proportions in some communities-how was public
health to respond to the growing ranks of elderly and in-
digent citizens who were eligible for Medicare and Medicaid
and yet still were unable to obtain private medical care? A
1976 survey in the Fayetteville area, for example, indicated
that the patient profile of the average physician did not ex-
ceed 10 per cent Medicaid patients in a population that was
heavily indigent,* while 1977 data for rural Granville County
relating the number of claims filed by primary care providers
to the number of Medicaid eligibles similarly led to the con-
clusion that "the indigent population in the county is under-
served."**
This trend, coupled with nationwide economic stagna-
tion and continued inflation of medical costs, was putting pri-
mary care out of reach for a growing proportion of the popu-
lation. Feeling the impact of this trend through stepped-up
demand for treatment in existing categorical program clinics,
where prevailing practice had been to refer rather than treat
patients, a number of local health directors were becoming
increasingly convinced-despite the efforts of the private
sector, AHEC Programn, the Rural Health Services Program,
and the primary care physician recruitment efforts of all of
these components-that the private mainstream was simply
not going to be able to respond alone; additional input from
the public sector would be needed to assure that all citizens
of the state had access to necessary health services.
The Program
The Primary Care Program proposed by Governor Hunt
in 1977 represented a milestone for North Carolina. For this
program, more so than any before it, clearly forced the pub-
lic and private sectors to deal with the role of health depart-
ments and the issues of medical care to the underserved in a
way they had not faced before.
Many providers in both the public and private sectors
recognized the significance of the program from the start,
although they viewed it from their own vantage points. The
differing views were unfortunate, as the Governor attempted
to make clear in an important speech before the North Caro-
lina Medical Society:
"I believe that our most serious health care problems in
North Carolina occur in areas and in population groups
where there aren't enough practitioners to provide medi-
cal services for those people who need them-who need
them but don't have the money to pay a doctor. The local
people are turning to the State and Federal governments
for help in such underserved areas and we have to meet
those needs. Our economic future depends on it and I
*Survey findings reported by Dr. J. Williams, Cumberland
County Health Department, 1976.
**Capital Health Systems Agency, Inc., Primary Care in Gran-
ville County: An Assessment for 1982, draft, Durham, NC, 1978.
AJPH January 1981, Vol. 71, Supplement36
THE NORTH CAROLINA EXPERIENCE
think our moral conscience demands it ...
"But I want to make it very clear to you in saying this
morning, just as clearly and as strongly as I say to you that
every citizen in this State must have adequate health care,
I also want to say to you that public health should only
supplement the private medical community. Its role
should only be to meet those needs that the private medi-
cal community alone cannot meet. It should be the ex-
tended arm of the physician to help him serve the people,
especially the poor, and to do certain things that the pri-
vate physician simply cannot and ought not to do."'0I
Public health, then, was not seeking to compete with
private medicine. Rather, it was carrying out the role of the
community's "health conscience" and responding to unmet
needs for primary care in its capacity as residual guarantor.
That some members of the private sector, as well as several
members of the public sector, misconstrued the state's in-
tentions is hardly surprising-other factors aside-in view of
organized medicine's traditional opposition to direct govern-
ment involvement in the provision of medical care. Yet, in
some respects the program was little more than a straight-
forward policy manifestation at the state level of what had
been transpiring for several years at the local level in a
variety of communities throughout North Carolina.
For example, in 1976, the Cumberland County Health
Department, which serves the city of Fayetteville, had
opened a "general medical clinic" at the specific request of
the hospital board and the County Commission (which pro-
vided some local funding support). From the beginning, the
Health Director, Dr. Jesse Williams, stipulated that the med-
ical clinic, unlike the department's categorical programs,
would have a "supply-and-demand focus" and would close
its doors the day that the clinic census indicated that its serv-
ices were no longer needed.
Local Cumberland County physicians, overburdened
and exhausted from the heavy demand for their services, of-
fered no opposition, and before long were referring sub-
stantial numbers of patients to the clinic for special services.
Because North Carolina, in accordance with 1973 state
statutory requirement,"I had embarked upon an ambitious
endeavor to develop process-oriented standards and guide-
lines for all of its local health department activities, the
broad operational parameters of the Primary Care Program
were quite explicit.
The Division of Health Services (DHS) stipulated that
"the local health department shall have a plan for a primary
care system," 12 developed in accordance with the guidelines
issued by the North Carolina Division of Health Services
(DHS).
Primary care was defined as:
... continuous ambulatory health care to which the indi-
vidual and/or family has direct access. It is coordinated
with and provides an entry to all sectors of the health
services system. This includes prevention and detection
of illness, care of common illness, management of long-
term health needs and referral to and from secondary and
tertiary services. Primary care services may be directed
toward the total population or a selected segment thereof.
Fourteen standards, with corresponding guidelines,
were developed using the regular procedures for standard
development for public health in North Carolina which, as a
matter of routine, neither specifically included not excluded
any particular interest groups. These standards called for,
among other things:
* provision of medical care by "at least" a nurse practi-
tioner or physician's assistant, with physician back-up;
* financial eligibility criteria that would not exclude
anyone because of inability to pay;
* inter-agency provider agreements for services not
provided directly;
* program evaluation procedures to provide quality as-
surance;
* fiscal reporting/accounting procedures approved by
DHS;
* written clinical policies and procedures.
A new public health program for North Carolina was
thereby established awarding annually renewable financial
grants from the State Health Services Division to community
or district health departments. Grant applications were in-
vited from all medically underserved counties and evaluated
on the basis of documentation of extent and urgency of need
and of feasibility of the proposed clinical approach. Most
county health departments-especially those in areas of the
greatest unmet need-already operated limited primary care
services under some sort of joint federal-state-local funding
agreement, especially for maternal and child health and fam-
ily planning. These were considered in assessing the urgency
of need for further services or more comprehensive ap-
proaches to existing services. However, in the new Primary
Care Program there was no specific county dollar or soft
match requirement; conversely there was not a requirement
that the new staff or resources work in a separately sched-
uled clinic. There was also no specific requirement for a
long-term cost assumption plan nor were the grants time-lim-
ited. Collection of fees (on sliding scale) and other methods
of third party reimbursement were encouraged, however,
with contractual stipulation that the earned income could
eventually be required to revert to the state.
The program was formally placed in the Office of Local
Services in DHS, because Local Services served as one of
the most direct connections between DHS and the local
health departments, and because primary care cuts across all
facets of health care and does not fit congruently into the
categorical structure designed for other DHS programs.
However, to assure that the intent of the standards and
guidelines was preserved at the local level and to provide
necessary technical assistance for local program develop-
ment, a unique regional program management structure was
developed, utilizing the four DHS Regional Offices across
the state. Program grants were negotiated with the Regional
Offices rather than with Local Services in Raleigh on the
grounds that the Regional Offices had "a better feel for what
was going on" within their regions and thus were better suit-
ed to assist and monitor the local programs.
Despite the explicit nature of the standards and guide-
lines and the "watchful eye" of the Regional Offices, a high
degree of operational flexibility was permitted to the partici-
pating local health departments. Thus, while the common
denominator of all these programs was the provision of gen-
eral medical services under the auspices of the local health
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TABLE 1 -Chronology of Events
Governor Hunt elected
Budget Request for State Primary Care Program submitted
Program unveiled at Conference on Medical Leadership;
DHS Primary Care Task Force under Dr. Jones activated
Task Force report submitted;
Program funds appropriated by General Assembly;
Program placed in Office of Local Services
First grant applications received from local health departments
Executive Committee of North Carolina Medical Society requested program information
Medical Society position paper on Primary Care released
DHS response issued
Funding allocations to 20 participating health departments completed;
Services actively provided in several departments
Program attacked at annual meeting of Medical Society House of Delegates;
Governor Hunt activated special Governor's Task Force on Primary Care under Dr. Davis
Moratorium on further services
Report of Governor's Task Force on Primary Care submitted to and accepted by Governor Hunt
Report of Governor's Task Force on Primary Care filed by Medical Society
department, the programs across the state varied widely,
with respect to program structure, provider arrangement,
target population, etc., reflecting on the broad range of so-
cial, demographic, political, and economic conditions found
among the participating counties. In fact, this diversity
among specific programs underscored one of the fundamen-
tal premises of the Primary Care Program: that no two proj-
ects are any more comparable than are the communities they
serve and the health needs of those communities. Apprecia-
tion of this important point by the state's policy makers in
Raleigh made it possible to achieve the delicate balance that
exists between the state's centralized funding authority and
the prerogative of local government to meet community
needs by whatever means it judges most appropriate in light
of particular local characteristics and circumstances.
Problems of the Program
The North Carolina Primary Care Program has had its
share of difficulties. As with any program that seeks to strike
a new course, there were doubts, anxieties and, above all,
misunderstandings.
Closer scrutiny and the passage of time, however, sug-
gest that some observers' early concerns about possible fun-
damental ideological differences were exaggerated. For, in
principle, the views of the public and private sector in North
Carolina on the legitimacy of the role of public health as re-
sidual guarantor of services do not differ substantially.
Dr. Warren of the Medical Society, in the keynote ad-
dress launching North Carolina Public Health Week, 1979,
clearly recognized that "public health is responding to a
present need and trying to solve a current problem." He fur-
ther recognized the residual nature of that function:
"As more physicians are graduated, the medically under-
served areas will decrease. A call must come from within
the medical profession to the private physicians to reas-
sume the responsibility of medical care to the underserved
people and the public sector must be ready to relinquish
that responsibility to the private sector. The medical
needs of the people will then be met and the forces of
public health will be free to work for the health of the
public."
Dr. Warren's statement dovetails neatly with North
Carolina's State policy:
The local public health department is in general, not "just
another provider agency at the local level." Rather, it is
part of local government-and carries the constitutional
and statutory burdens of government-to assure, promote
and protect the health of all the citizens of the jurisdiction
. . . When the community decides that it must have more
health services and no other method of providing services
"in the mainstream" can be found, the local health de-
partment-as the provider of the last resort-may be re-
quired to provide health care access services, including
partial primary care, as a stop-gap measure. Under such
circumstances, caution must be taken to assure that such
service provision does not duplicate existing medical
services or discourage the "proper" evolution of the com-
munity's mainstream of health services.***
Thus, it appears that the underlying conceptual basis of
the program was not the problem. Rather, the problem arose
when the concept, as embodied in the local programs them-
selves as well as in the standards and guidelines, was misun-
derstood and misinterpreted.
In contrast to the ideological differences, some very real
strategic problems were encountered in the course of devel-
oping and implementing the Primary Care Program in North
Carolina centered largely on the issue of participation in the
development process. Who should have participated, and to
what extent?
Other important factors in the development process that
contributed to later complications include:
* the shifting of administrative and philosophical gears
that took place when the program, conceptualized by a DHS
task force moved operationally into the Office of Local Serv-
ices;
***Tilson H to S. Morrow: Primary Care Task Force Report-
North Carolina Medical Society Action-Next Steps. Memorandum,
Dept. Human Resources, Raleigh, NC, May 14, 1979.
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* the strong sense of urgency and temporal constraint
that developed once the General Assembly actually appro-
priated the funds for the program;
* the decision to adopt the regional management struc-
ture;
* the semantic ambiguity inherent in the term "primary
care."
An analysis of the impact of each of these factors calls
for a chronological account of the program's development
and implementation (see Table 1).
Preparation of the Program
Following his election in 1976, Governor Hunt appoint-
ed Dr. Sarah Morrow, the widely popular health director
from Guilford County, to be the new Secretary of the De-
partment of Human Resources (the umbrella agency under
which DHS operates).
Fresh from the front line, and fully aware of the excess
demand for treatment services facing North Carolina's pro-
vider system, Dr. Morrow was determined to do something
about the problems of access. Although unsuccessful in an
initial bid to secure unrestricted aid-to-counties money for
local health departments so that they might consolidate on-
going categorical programs and "fill the gaps," she was able,
through continued efforts, to secure the major $2.75 million
budget request for a State Primary Care Program. Her ef-
forts were viewed by many as having "turned the tide."
Shortly after submitting the budget request, Governor
Hunt, in February 1977, unveiled the program at the annual
Conference on Medical Leadership, attended by many lead-
ers of North Carolina's medical community. An official who
participated in the meeting recalls, with some amazement,
that there was ". . . polite applause, nothing more. In fact, I
don't even think they noticed."
Meanwhile, at DHS, Dr. W. Burns Jones, head of the
Chronic Disease Branch, was assigned to chair an in-house
task force on Primary Care, and to prepare a report that
might lay the conceptual and administrative groundwork for
the program.
The report'3 was submitted five months later in June
and, at approximately the same time, the actual appropria-
tion of funds for the program was made by the General As-
sembly.
Also in June, a decision was reached by Dr. Morrow
and Dr. Jacob Koomen, State Health Director, to place the
program in the Office of Local Services.
With the funds appropriated and the program in place in
Local Services, the program development process suddenly
accelerated. The regional management structure was
planned, and for the next three months the Local Services
staff, in close consultation with state's four regional direc-
tors, moved rapidly to produce the standards, guidelines,
and other elements necessary for program implementation.
By early fall, DHS received the first grant applications from
local health departments.
Private Sector Concern
The first signs of concern at the state level appeared in
early 1978. Recognizing that implementation of the Primary
Care Programs had been underway since the fall of 1977, the
Executive Committee of the North Carolina Medical Society
wrote to DHS in January 1978, requesting further informa-
tion about the program.
In February, the Society released a position paper that
criticized the program on several counts and listed seven
"Suggested Modifications" that DHS might wish to consid-
er. Following the release of the position paper, informal in-
teraction between DHS and the Medical Society increased,
and in March, Dr. Koomnen, as head of DHS, sent Dr. Har-
vey Estes, president of the Medical Society at that time, a
point-by-point response to the "Suggested Modifications."
Tensions rose as the May 4-7, 1978 annual meeting of
the North Carolina Medical Society at Pinehurst ap-
proached, but neither DHS nor the Society leadership was
prepared for the outburst with which the program was re-
ceived by the membership.
"The minute the thing hit the floor, there was violent
opposition," recalls one member. "They were furious, and I
was surprised at some of the vehemence," remarked anoth-
er. The debate was tumultuous. The program was shouted
down as "socialized medicine," "government conspiracy,"
"second-rate care," and worse, as members rose to voice
opposition.
The Governor Intervenes
Immediately following the floor debate, Governor Hunt
was notified that the program appeared to be in deep trouble
with the membership. In response, the Governor appeared
the next morning at 8:30 to personally address the Medical
Society House of Delegates. In the course of his speech, he
stressed that the program was intended to assist rather than
threaten the private physician, and hc urged that final action
on the program by the Society be delayed pending further
study of the program by a special task force that would spe-
cifically include Society representatives in its membership.'0
Eventually, the task force revalidated the program. The
original standards remained entirely intact, and the changes
made in the guidelines tended to strengthen rather than
weaken the intent of the program.'4
In May 1979, at its next annual Pinehurst meeting, the
Medical Society voted to "file" the task force report. While
filing the report did not constitute endorsement, neither did it
constitute rejection. Some members of the Governor's task
force clearly were disappointed that their intensive efforts
had not met with a more positive response, while others
were cautiously optimistic, believing that at least, as one
member commented, "the door has been left ajar."
Report ofthe Governor's Task Force
In some respects, the Report of the Governor's Primary
Care Task Force may constitute the single most important
conceptual product to emerge from the North Carolina expe-
rience. It is an important document not only for its content,
but also for the process by which it was produced.
Governor Hunt, in calling for the establishment of this
special task force, clearly stipulated that its membership
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should include representation from the private medical sec-
tor as well as the public system. The Governor thus recog-
nized the fundamental political tenet overlooked in the initial
development of the program: that in order to secure accept-
ance of a policy or its program manifestation, participation in
the decision-making process by all parties to be affected by
the policy or program is essential.15
Why was the private medical sector-and, specifically,
the Medical Society-not included in initial policy and pro-
gram deliberations?
On reflection, several DHS employees recount that no
one fully appreciated the kind of impact the Primary Care
Program would have upon the private medical community,
although there had been occasional resistance from private
physicians to earlier local primary care efforts such as the
Appalachian Regional Commission Program established in
Caldwell County in the mid 1970s.
Because the Medical Society had not participated in the
program development process the membership: was taken
by surprise, did not trust the program, did not understand
the program, did not identify with the program, and was not
given the opportunity to contribute either its formidable
technical expertise or its valuable political insights.
The establishment of the Governor's Task Force was an
attempt to mitigate some of the damage done both to the
program and to relations between the public and private
health care sectors of the state. And, judging by the current
soundness both of he program and of public-private sector
relations, it may be said to have succeeded.
However, the Governor's Task Force report is much
more than a political "band-aid". It is in effect a working
policy manifestation (arrived at jointly by public health pro-
fessionals and private physicians) of the concept of public
health as monitor and residual guarantor of services, and it
makes explicit the proposition that the public and private
sectors share the responsibility for developing and over-
seeing solutions to the problems of underservice in the com-
munity. 14
The report further provides a blue-print for community
participation in the Primary Care Program development pro-
cess, specifying that the planning group should include, at a
minimum, representatives of the local health department,
the local medical society, local hospitals, any other public
primary care providers, the regional HSA (ex-officio), and
consumers.
And, importantly, the report establishes a specific
mechanism for periodic re-evaluation of the need for public
funding of primary care services, recognizing that as man-
power availability, service distribution, and/or third party
coverage improve, gradual withdrawal of state support may
become possible.
The Role ofthe Public
A key second constituency, also absent from the pro-
gram development process, was the general public. How-
ever, in contrast to the outcry raised by physicians, the pub-
lic was largely silent.
The silence of the general public on the issue of primary
care can be attributed in part to the absence of sufficient con-
sumer cohesiveness and organization. Nevertheless, if pub-
lic health, in carrying out its role of monitor and guarantor, is
to move beyond the traditional dependency of the patient,
then the "patient" must be afforded the opportunity to move
from the role ofpassive recipient to actively involved partici-
pant.
Recognizing this, the Governor's Task Force called for
citizen participation in the primary care planning process.
And DHS, through a series of contractual agreements with
the North Carolina School of Public Health and the Institute
of Government, is currently seeking ways to vitalize and
strengthen the role of local boards of health.
Bureaucratic Difficulties
The decision to place the Primary Care Program in the
Office of Local Services was made in June 1977, some five
months after the original DHS Primary Care Task Force un-
der Dr. Jones had begun laying the conceptual groundwork
for the program. That decision flew directly in the face of the
DHS Primary Care Task Force recommendation that the
program be placed either directly under the State Health Di-
rector or otherwise under the Assistant Director for State
Health Services, a recommendation that would have enabled
some task force members to continue their direct in-
volvement with the program into the operational phase.
The placement decision was defended on the grounds
that Local Services was the direct link within DHS to the
local health departments. Moreover, Ms. Etra Wood, at that
time second in command in Local Services, was also Admin-
istrator for Standards, a dual role which would facilitate the
development of program standards and guidelines.
However, placement in Local Services also meant there
would be a decisive break in conceptual continuity within
program leadership. None of the managers in Local Services
who would ultimately be responsible for the program's oper-
ation had sat on the Task Force.
The problem of discontinuity was exacerbated by the
sudden sense of urgency that arose once the General Assem-
bly actually appropriated the program funds. The staffin Lo-
cal Services, recognizing that the state's political leadership
wanted to "get the show on the road," felt compelled to
move rapidly. "The heat was on," recalls a staff member.
"The money had been given and now we had to get out and
do it."
Yet, because until then the program had been entirely in
the hands of the Primary Care Task Force, Local Services
was essentially "starting from scratch," as one regional di-
rector put it. While the task force report was utilized as a
basis for development of the standards and quidelines, the
institutional memory had been disrupted and inconsistencies
were predictable. To soften this dislocation and compensate
at least partially, a new work group was constituted to devel-
op program standards, using many of the members of the
predecessor task force and relying heavily on the report it-
self.
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The sense of urgency that predominated at this point has
been stressed by most of the participants in the development
process. However, even without the problems of conceptual
discontinuity created by the assigment of the program to
Local Services-by changing players in the middle of the
game-it is clear that eight months, from February to Sep-
tember, would not have been sufficient to allow for the full
development of the program. The processes of testing and
legitimating the program and developing both formal and in-
formal political support are critical to successful program de-
velopment,15 all of which take considerably more than eight
months to carry out. The Primary Care Program was, in oth-
er words, victim of the "policy gap" that often occurs when
public funding and/or policy support become quickly and un-
expectedly available.'6
Another consequence of the move into Local Services
was the decision to establish a regionalized management
structure in place of the traditional structure that would have
placed Raleigh at the center of the program. Innovative pro-
gram content thus was matched by an innovative manage-
ment scheme.
In point of fact, the decision to regionalize had less to do
with the substance of the program than it did with the fact
that Primary Care, as one participant put it, was the first
program to come under Local Services that was "big enough
to make regionalization worth a try." It was "an opportunity
to see how well a program could be managed regionally."
However, the Regional Offices had basically served a
technical assistance function, and consequently had little di-
rect program management experience. Given that the Prima-
ry Care Program was entirely new and potentially con-
troversial, a conventional program management structure
with Raleigh firmly at the wheel clearly would have been
safer. In spite of the fact that the transfer was to good man-
agers-and under different circumstances would have made
good internal management sense-the external constraints
associated with this particular program dictated the need for
maximum caution.
A second, more subtle problem lay in the fact that while
there was a state medical society and there were local medical
societies, there were no regional medical societies. Without
the benefit of a parallel regional system in the private sector,
the program lost touch with some of the political realities
that should have been observed from the outset.'7
A final obstacle that confronted the program was its title
"Primary Care." While some observers have dismissed the
label issue as "just semantics," others have commented in
retrospect that calling the program "Primary Care" was tan-
tamount to waving a red flag in the face of the private medi-
cal community. A physician who attended the stormy May
1978 Medical Society meeting observed that "putting the
words primary care and public health together sticks in their
(the physicians') craw. It should have been called something
else. After all, a little sugar makes the medicine go down."
Probably more to the point, the label created a false dichoto-
my-suggesting an "'all-or-nothing" approach to primary
care, whereas, in fact, doing something about medical under-
service had long been among the fundamental activities of
many of the health departments in this rural poor state. What
was intended as an effort to strengthen an existing collabora-
tive system appeared to be something new.
Recent studies carried out by the North Carolina School
of Public Health have confirmed that not only is there con-
fusion among the state's health professionals over the mean-
ing of "Primary Care,"'8 there is also considerable antipathy
among private physicians to the notion of public health in-
volvement in "Primary Care," especially among those phy-
sicians who have had no direct experience with the program.t
Yet closer scrutiny of the situation reveals that the se-
mantic ambiguity which eventually led to such problems
with respect to acceptance of the program may in fact have
served a highly constructive function in the earlier stages of
program development and implementation.'9 20
When Dr. Morrow was rebuffed in early 1977 in her ini-
tial request for non-categorical "aid-to-counties" funds to
help local health departments meet the rising demand for pri-
mary care services and was forced to seek categorical pro-
gram funds instead, she became caught in the middle of a
longstanding tug of war between state and local officials over
the right to make public health spending decisions. The Gen-
eral Assembly favored categorical funding, which left spend-
ing decisions in its hands; while local health directors, realiz-
ing that they were hamstrung in an increasingly constrictive
web of categorical programs, were ardently seeking non-re-
stricted funds that would permit greater spending flexibility
at the community level.
From this perspective, then, the choice of a categorical
label such as "Primary Care" made a certain amount ofgood
political sense. On the one hand, it provided legislators with
the satisfaction of having maintained categorical program
control-and having "given" the people of North Carolina
primary care-while, on the other hand, it provided local
health directors, who fully recognized the breadth of the
term "Primary Care," with considerably increased opera-
tional latitude, at least in the short run.
1980 Status Report
Of the 81 local health departments operating in North
Carolina,*t 25 applied for the State Primary Care Program
grant in late 1977 and early 1978. Of the 25 applicants, 20
were awarded grants which ranged in amounts from $105,000
for Guilford County to $45,635 for the Pasquotank-Per-
quimans-Camden-Chowan District. Currently, 21 health de-
partments participate in the program. The range of funding
and scope of services are shown in Table 2. All of the areas
currently participating in primary care grants have been des-
ignated by the federal government as at least partially medi-
cally underserved; those counties not designated as under-
tHernandez R and Kaluzny A: Primary Care in Local Health
Departments: A View from the Private Practitioners of Medicine.
Unpublished draft, School of Public Health, University of North
Carolina, Chapel Hill, 1979.
t*North Carolina contains 100 counties. In 1979, 72 had in-
dividual health departments; the other 28 were served by nine
multi-county district health departments.
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TABLE 2-Status of North Carolina Primary Care Projects, FY 1979-1980
County State-Supported Number of
Primary Staff (in Full-time Patients Served
(1980 Care Grant Equivalent Positions) in FY 1978-79
Estimated Program






























































































Pediatric Population of county
Medically indigent and Health
Department patients of all age
groups in Pittsboro Community
All children less than
21 years of age
Low income patients over
21 years of age








Children under 21 years of age
Total Population
Children under 21 years of age
Children 0-6 years of age
Children who have no private
physician
Persons over age 55 who do
not have a physician
Women and children who have
no private physician
I For 9 months only-last quarter totals not available.
*Did not see patients; funding used for capital expansion.
"Program initiated in FY 1979-80.
***Services delivered through sub-contract with private practitioner
served in their entirety contain within their service area sub-
stantial underserved populations. The Gaston County
Health Department, for example, concentrates primarily on
the eastern part of the county, which includes a pre-
dominantly lower-income population of approximately
55,000 served by four or five private physicians. The depart-
ment, which is located in the eastern part of Gaston County,
is physically accessible to most of this target population and
is viewed as an integral part of that community.
Lag time between the awarding of the grant and actual
delivery of services has varied considerably. Eight of the 21
departments began service delivery almost immediately up-
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on receipt of the state funds, five within the following three
months, and the remainder thereafter.
Seven of the departments put part of the state grant to-
ward training for a nurse practitioner who would serve as the
department's primary care provider upon completion of the
training course. This training period accounts for most of the
lag periods reported.
Of the eight departments which began service delivery
at once upon receipt of the state funds, most had already
been providing some form of primary care-although, gener-
ally, not by that name. In fact, in a telephone survey of the
health directors heading the 21 primary care programs, 15
reported that they had been providing at least limited and, in
some cases, comprehensive, medical treatment services be-
fore making the grant applications. Fourteen departments
had been providing such services as part of other existing
categorical programs, such as Maternal and Child Health,
Family Planning, or Chronic Disease; three with non-cate-
gorical discretionary funds; and two as separate categorical
programs.ftt
Target Population
It has been noted that operational flexibility was in-
tentionally built into the state primary care standards and
guidelines in order to take into account differences in specif-
ic local characteristics and circumstances. Nowhere are
these differences more apparent than in the diversity of tar-
get populations served by the program (Table 2).
At the most general level, the target populations can be
differentiated by age. Nine programs have set children as
their primary target populations; three, adults and the aged;
and nine are open to all ages. Closer inspection, however,
reveals numerous finer distinctions, which reflect not only
specific community needs but, also, idiosyncratic social, po-
litical, and economic constraints, some of which may have
as much to do with the existing provider system as with the
population in need.
Guilford County's State Primary Care Program, for ex-
ample, is entitled the "Chronic Disease Control Project,"
and treats only those individuals who: 1) do not have a physi-
cian; 2) come through the department's Chronic Disease
Screening Clinic with a diagnosis of hypertension, diabetes,
or cardiovascular disease; 3) present a chronic rather than
acute condition; 4) represent a compliance risk; 5) fall below
an established income standard; and 6) for whom the depart-
ment cannot locate a private physician. Individuals who do
not meet all of these criteria may be referred to other treat-
ment sources. For example, if the patient's condition is con-
sidered acute rather than chronic, he or she may be referred
to the local family practice residency program for treatment,
after which a referral may be made back to the "Chronic
Disease Control Project" for maintenance care. If the pro-
gram were to provide acute as well as maintenance care, it
would duplicate services already provided by the Family
Practice Residency Program in the same community.
tt1That the sum of these programs exceeds 15 reflects the fact
that some departments were providing treatment through more than
one program.
Similarly, the Gaston County Health Department's Pri-
mary Care Program is targeted at school children, suspected
diabetics and hypertensives over 55 years old who live in the
eastern part of the county. Brunswick County treats only
children 0-5 years of age. And in Warren County, treatment
is limited to those already using other categorical health de-
partment programs, especially women and children.
However, not all of the Primary Care Programs are re-
stricted to such narrowly defined target populations. In some
of the more severely underserved counties, prerequisites for
treatment are far less specific, and there is universal access
by and large.
Program Structure at the Local Level
In 11 of the participating health departments, the Prima-
ry Care Program is integrated into other existing programs;
in eight, it is a separate program; and in two, some primary
care services are separate while others are integrated into
other programs. Most of the departments spend at least 75
per cent of the state primary care funds for direct service
delivery, although there is considerable variation with re-
spect to who delivers the services.
In six departments, services are provided solely by sala-
ried employees; in eight, a contract has been made for pri-
vate medical back-up of nurse practitioners; in six, some
services are provided by salaried employees while some are
contracted out. And one, Edgecombe, contracts out for all
services. Contractual arrangements are made not only for
private physician services, but also for "special" services
which salaried employees are not able to provide. The gas-
ton County Health Department, for example, contracts out
only for speech and physical therapy.
Among providers paid from the state primary care
funds, 20 departments employ nurse practitioners or physi-
cian assistants; 17 employ public health nurses; three em-
ploy licensed practical nurses; five employ community
health aides; six employ laboratory technicians; two employ
nutritionists; one, a health educator; and ten pay for physi-
cian services, primarily for back-up, consultation, or after-
hours coverage.
Fourteen of the 21 departments provide primary care
services 40 hours per week, during regular office hours; three
provide supplemental evening hours; two provide supple-
mental evening and weekend hours; and two provide less
than 40 hours per week. Fourteen have formal arrangements
for after-hours coverage, most with local emergency rooms;
some with department employees or contractees; five have
informal arrangements; and four do not yet have formal ar-
rangements for after-hours coverage.
Payment and the Poor
With respect to financial access, the state guidelines call
for implementation of a sliding fee scale, with the stipulation
that no one is to be denied services due to inability to pay.
Most of the 21 health departments report a large per-
centage of patients at the bottom of the fee scale. Ability to
pay is generally assessed on the basis of a simple verbal dec-
laration; none of the departments administers a formal
means test.
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Except for a handful of departments, most do not see a
large proportion of Medicare or Medicaid patients, and third
party reimbursement from other sources has been even less
significant. Whether this is due to undercertification of eli-
gible populations or whether those with coverage are being
treated by the private sector is not clear.
A few departments report a significant proportion of
payments in the middle and upper range of the fee scale. In
Chatham County, for example, most of the self-pay patients
are reported at mid-range and, in Edgecombe, self-pay pa-
tients are reported to be evenly distributed across the fee
scale. Whether these patterns stem from an absence of vi-
able substitutes, superior quality of care, or other related
factors is not clear. They do suggest, however, that existing
barriers to access are not exclusively financial in nature.
Asked for what proportion of the users the program con-
stituted the only available source of routine primary care (as
opposed to emergency room care or acute inpatient hospital
care, for example), 13 of the 21 health directors gave an esti-
mate of 75 per cent or more, six estimated 50 per cent to 74
per cent. Only one (who viewed his program as partially
competitive with the private physicians) estimated less than
25 per cent. Most health directors believed that for the ma-
jority of the patients the Primary Care Program represents
the only viable source of care. This suggests that the pro-
gram is attaining its objective: to meet those needs which the
private medical community alone cannot meet.
Private Physician Roles and Attitudes
One key to local success has been the extent to which
local physicians were included in the initial grant application
process for program funds. Physician involvement in the
process is a program requirement to ensure that the health
department's primary care services supplement rather than
supplant established private practices in the community.
In response to the telephone survey, 18 of the 21 health
directors heading the Primary Care Programs reported at
least some local physician involvement in the grant appli-
cation process. Often, such involvement was spearheaded
by physician representatives to the local boards of health
who, from their vantage point on the board, were perhaps in
the most opportune position to recognize and respond to the
problems of the community as a whole. In other cases, phy-
sician involvement and, indeed, the initial impetus for the
application for the state program came from individual prac-
titioners burdened by excess demand for their services and
concerned at the prospect of the underserved turning to the
hospital emergency room for routine care. In Warren Coun-
ty, the medical staff of the local hospital participated in the
grant negotiation with the state; in Cumberland County, the
Executive Committee of the local Medical Society requested
that the health department offer a primary care clinic; in
Nash County, all local physicians sat on the Steering Com-
mittee; and in the Hertford-Gates District, the grant request
was precipitated by the local physicians, who subsequently
gave the application their unanimous approval.
In contrast to individual physicians and groups, only
five of the 20 Primary Care Program directors could say that
the medical society in their county "strongly favored" the
application for state primary care funds; three said that their
medical society "favored" the application, 11 said their so-
ciety was "neutral," and two indicated their society was
"opposed." None felt that the medical society in their coun-
ty was "strongly opposed" to the application. The two re-
porting opposition cited ideological differences, and the per-
ception that the health department program would pose di-
rect competition to private practice as the major source of
contention.
When asked about their perceptions of current local
medical society attitudes toward the programs following a
year or more of actual operations, 14 of the health directors
said they detected no significant shift; four reported a posi-
tive shift and two a negative shift while one was uncertain of
the society's current position. Two directors noted that the
only source of physician opposition within their counties
came from physicians who had moved into the area follow-
ing implementation of the health department programs.
In the four counties reporting a positive shift in local
medical society attitudes, the health directors claimed that
the Primary Care Program had reduced the strain on local
emergency rooms (provided routine care for those who oth-
erwise would not have been seen until their problems
reached an acute stage) and, at the same time, had not in-
truded into existing private practices. In the two counties
reporting a negative shift in medical society attitudes, the
health directors noted that the program was perceived by
several private practitioners as competitive and, also, as
"philosophically unacceptable."
Possible friction over the issue of primary care notwith-
standing, when asked about relations between their health
department and local medical society overall, 16 of the 21
health directors surveyed described them as "good," and
five claimed they were "excellent."
Asked to identify specific local physicians or groups of
physicians whom they considered to be currently most sup-
portive of the Primary Care Program, five health directors
singled out pediatricians, while others cited support from
general practitioners, internists, and surgeons. In some
counties, direct linkages with the private sector have been
established through contracts for consultation, nurse practi-
tioner back-up, and after-hours coverage. In Edgecombe
County, for example, all primary care services have been
contracted out to the Community Medical Foundation, a
nonprofit corporation which, in turn, subcontracts with the
private clinic for actual service delivery.
Health Systems Agency Role
Related to the question of private physician in-
volvement in local program development and support is the
question of the role of the regional Health Systems Agencies
(HSAs). By Federal mandate, HSAs have responsibility for
comprehensive area-wide planning and thus might reason-
ably be expected to participate in, or even to initiate, efforts
to improve access to primary care for the underserved. Only
two of the 21 health directors heading Primary Care Pro-
grams reported that the HSA in their region played any role
at all in the initial grant application process. Overall, rela-
tions between the health departments and the regional HSA
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do not appear to be problematic, with four health directors
describing relations as "excellent," 14 as "good," two as
"fair," and one reporting no contact. The relatively low
HSA participation in the Primary Care Program in its early
phases is attributable to several reasons, i.e., the heavy in-
volvement ofHSA staffs with other issues, such as inpatient
care; their relatively recent establishment in many parts of
the state; and their focus upon federal funding (this project
was state funded). The two counties reporting HSA in-
volvement with the Primary Care Program are among the
most recent to actually implement the program, suggesting
that the time frame has been a factor, and that future pro-
gram developments at the local level may involve increased
participation by the HSAs. In Rockingham County, which
applied for its primary care grant in November 1979, the
HSA was instrumental in the formation of a "local planning
group," which included a pediatrician, pharmacist, a social
service representative, and other relevant participants.
Final Comments
The North Carolina experience with the provision of
primary health care services through local health depart-
ments has certainly not been without difficulties. The near-
fatal blow which was struck to the program initially had its
roots in the closed process of program development-a vio-
lation of the time-honored and too often forgotten axiom that
it is poor planning to surprise your colleagues or to make
unilateral or precipitous shifts in major public policy. A se-
ries of miscalculations in implementation added fuel to the
fire (although admittedly such miscalculations stand out
more clearly in retrospect than they did at the time).
Yet, the chronicle of the North Carolina experience
must be read on balance as a success story. Thousands of
citizens across the state have been served who otherwise
would have been without access to basic personal health
services. In addition, relations between public health and
private medicine have been significantly advanced through
the clearer understanding of each sector's role with respect
to personal health services.
While the role of monitor and guarantor has long been
implicit in public health's mandate to "assure, protect, and
promote" the health of the citizenry-it is important that this
role be made explicit as public health sets about regaining its
footing as a vital proactive force in the community and re-
establishes for itself a genuine national policy presence. In
this role, public health provides the forum in which each
community must examine the adequacy and acceptability of
its health care. Throughout North Carolina, as in many other
states, medically underserved communities were known to
have exhausted their "usual" remedies for inadequate ac-
cess to care. The availability of short-term general-purpose
funding for primary care has enabled those communities to
obtain necessary services for their medically underserved
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populations while they worked to develop long-term solu-
tions.
Finally, there are some real tests of this role ahead for
public health in North Carolina. In the short run, public
health needs to keep this stop-gap system from interfering
with the community's ongoing efforts to strengthen the rest
of its system of health care. In the longer run, public health
must demonstrate that it is able effectively and responsibly
to reduce services as alternative "mainstream" solutions be-
come available.
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